Patient-centred care, shared decision making, empowering patients are all often seen as ways of improving the care that patients receive. A recent issue of JAMA Internal Medicine carries a number of papers that appear to problematise this in various ways. The shared themes were also noted in a BMJ item on these papers Tak et al studied 21 754 patients admitted to the University of Chicago Medical Center, of whom 71% indicated that they preferred to leave medical decisions to their clinicians. Furthermore, those patients who wished to be involved in healthcare decision making had longer hospital stays and higher treatment costs. Fowler et al report that of 2 718 patients who had been involved in healthcare decision making for one of ten common interventions it was usual for the decision making to be driven by the clinicians. These discussions also tended to focus on the advantages rather than risks or disadvantages of an intervention. In a similar vein, Wachterman et al found that discussions between 62 seriously ill patients undergoing haemodialysis and their nephrologists tended to leave patients with optimistic views of their likely survival. None of the interviewed patients recalled discussing their life expectancy and only two (3%) of the nephrologists reported doing so. Thus, while discussions may be taking place they tend to not address the more serious or unwelcome aspects. The study by Krumholz et al reported that majority (4 536) of 6 636 patients with acute myocardial infarction wished to be involved in their healthcare decisions. Of these, the authors note, that "2735 (60.3%) indicated that the physician and patient should participate equally, 696 (15.3%) indicated that the patient should predominantly determine the decision, and 1105 (24.4%) said that the patient alone should determine it." 
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In this editorial Michael Buist and Stella Stevens reflect on the significance and interpretation of a paper they think may not attract the attention it warrants: Patterns in the recording of vital signs and early warning scores: compliance with a clinical escalation protocol. Buist and Stevens discuss the fundamental role of observation and appropriate response to observation in the clinical purpose. As they argue "If our core business consists of watching over that patient in the bed attended by the most junior of medical and nursing staff, then it follows that the most important tool in the delivery of our core business is patient observations." They note that the study they discuss "convincingly demonstrates that even in a hospital with a well-functioning electronic system for recording bedside observations and a mature, internally developed EWS for acting on these data, nonadherence to basic protocols for concern/observation of patients with worrying vital signs remains common." That is, in the best contemporary setting basic things are not happening, particularly overnight. DOI http://dx.doi.org/10.1136/bmjqs-2013-002143 
Limits Of Readmission Rates In Measuring Hospital Quality Suggest The Need For Added Metrics
Notes
Readmission rates are a widely used way of gauging the quality of hospital care, but they are not without their critics. This article reports on an assessment of readmission rates as a hospital quality measure.
The authors compared quartile rankings of hospitals based on readmission rates in 2009 and 2011 to see whether hospitals maintained their relative performance or whether shifts occurred that suggested either changes in quality or random variation. This was followed with examination of the link between readmission rates and various hospital quality indicators (mortality rates, volume, teaching status, and process-measure performance) Quartile rankings fluctuated and readmission rates for lower-performing hospitals in 2009 tended to improve by 2011, while readmission rates for higher-performing hospitals tended to worsen. Regression to the mean accounted for a portion of the changes in hospital performance. Readmission rates were higher in teaching hospitals and were weakly correlated with the other indicators of hospital quality. The authors suggest that it is useful to "consider augmenting the use of readmission rates with other measures of hospital performance during care transitions and should build on current efforts that take a communitywide approach to the readmissions issue." In other words, readmission rates alone are of limited value. 
